The limited purpose of this paper is to examine in detail the content and meaning of patient-therapist interaction in an initial interview with a paranoid schizophrenic woman. Such a study ap pears to be warranted for the following reasons. To begin with it is a report of a successful contact with a very sick person in which the response was im mediate. Successful clinical contacts are instructive in a field where meaningful contacts are often difficult. The amount of material is not such as to make its examination difficult, the interview being brief and extremely simple even to the point of having a superficial appearance of banality. This interview, used for several years in the teaching of psycho therapy of schizophrenia, is especially helpful in illustrating the therapist's need for objectivity and continued selfexamination. The manner in which the regressed psychotic demands that his therapist submit himself to constant selfexamination as he strives to understand his patient's behaviour and language is the chief reason for reporting this clini cal vignette. Although much of the significance of this simple contact is not brought to light, the interview is also helpful in that it reveals some of the schizophrenic's defences and the nature of the underlying psychopathology. The rapid shift from severe regression to warm maturity, startling as it was, graphically illustrates the value of the specificity of the therapist's role in a field where the beginning therapist understandably often doubts that a rigid psychic determinism obtains. The patient, a 33-year-old single woman, had been referred from a distant community be cause of an acute psychotic state characterized by delusions of persecution, hallucinosis, bi zarre behaviour, and personal dilapidation. Two weeks earlier, she had barricaded herself in her home, pulled the shades, turned on the lights, and had refused admission to everyone including her parents. She was seen the morn ing following her arrival at the sanitarium at the request of the referring physician. The interview lasted less than half-an-hour and it is the content of this encounter which seems to deserve closer study.
The patient was led into the small office by a nurse who remained. There was a general appearance of personal dilapidation. She was talking obviously in response to hallucinations. While of average appearance, she was constant ly grimacing as though she was disgusted and felt hopeless. After a glance at me, she turned her back and appeared to look out of the window while fingering the curtains, moving in a bizzare manner and continuing her hallu cinatory responses. Although the nurse had indicated a chair, she stood throughout the interview. The report of the interview is al most verbatim, written down as it was imme diately following. It consists of a few simple statements, questions, and responses. It is as follows: I introduced myself by giving my name and said, "I know the doctor who sent you here. You look as though you are quite upset and feel disgusted and hopeless." With her back still turned to me, after a short pause, she said, "That's not what I'm saying"; and then, after another pause, she asked, "Did you say you knew the doctor who sent me here?" After a moment I said, "Apparently you see me as someone who doesn't pay attention to you, doesn't think you can remember, and you think that I feel sorry for you." As soon as this was said, the patient, still with her back turned, stopped her bizarre behaviour momen tarily and said, "Yes, you said you knew the doctor who sent me here." She was then told that my office was downtown and that there was some time available for talking further, to which she was welcome if she wanted it. She promptly asked, "Did you say you had some time available?" Without hesitation I said, "I still appear to you as someone who is inattentive and doesn't think you have a me-mory and can use it." She then promptly said, "Yes, you said you had treatment time avail able." By this time she seemed to be appraising me with occasional sly glances. I continued and said, "If you want to see me again, tell the nurse and she will make the necessary arrangements." She then asked, "Did you say, if I wanted to see you, I should tell the nurse?" I chuckled involuntarily and said, "The answer to that is like the others I have given you." She promptly answered her question correctly. The brief interview was at an end. She was told that I had enjoyed talking with her and she could leave to return to her room. To my surprise, the patient suddenly turned, extended her hand, and with a warm smile said, "Thank you very much for seeing me." She then left, but if she had remained a moment longer, she could have detected a tear or two in my eyes. Now, before turning to an examina tion of the content of this at least super ficially pedestrian encounter, it will suffice to say that it is widely held that schizophrenic illness develops because of early, severe and continuing harm from the psychopathological characteristics of both parents. This general view has been subjected to enough therapeutic testing so as to make a review of the supporting evidence unnecessary for our present purposes, but Jacobson's (3) insight that the schizophrenic behaves as though he were the object, is pertinent to this material. In other words, faced by the destructive influences of pathological traits of the parents, the schizophrenic attempts to defend himself by massive hostile identifications with the parents. This results in various attempts at further defence on the part of the im mature ego before the threat of the internalized pathologic object-represen tations. The regression ana splitting of the ego is so severe that what one ob serves, in the psychic functioning of the patient, is functioning as though it were that of the introjected object (or ob jects) itself. Ego functioning, especially that having to do with perception, is masked, unconscious and difficult to perceive.
Turning now to the interview and its meanings. From the surprising responses of the patient and my own subjective experience beginning with her first com ment, it was obvious that a line of com munication had been opened between us. In the first exchange my insight was in the main subliminal, becoming more available to consciousness as it progress ed. Later, after writing down the inter view and after studying its contents, its meanings became clearer, especially one theme of which I was not aware at the time, at least consciously. Bearing in mind the many inherent obstacles to the successful transmission in writing of therapeutic empathy to others, it is my aim to 'spell out' what appeared to be the plight of the patient's ego and its very indirect mode of communication. Any examination of therapeutic inter change between schizophrenic patient and therapist to be meaningful must include some of the therapist's objective experience and something of the countertransference burden and work. In attempts to empathize with the schizo phrenic's ego, I like the term 'inarticu late ego', which expresses the concept that, because of the nature of the pathol ogic introjects, whatever the status of the ego, it does not have constant execu tant control over the sluices of speech and one must direct one's efforts to contact the needs of this ego (2) . The term does not mean that the untreated schizophrenic is aware of his needs; rather, such awareness appears to be come conscious only when the needs are met and satisfaction results. The schizo phrenic is not like a person speechless because of organic disease or defect. The phrase, "What the inarticulate ego of the schizophrenic is saying" means to me what the ego of the schizophrenic would say if it knew what its needs were and could express them. It appears to me, at least, that an accurate com munication with a regressed schizo phrenic affects him much as nutritious food affects the lining of the stomach and that erroneous communications either are without effect or, if too in appropriate, are sooner or later ejected as are nocuous substances, which in a sense, they are.
The clinical encounter to be exam ined, consisting as it does of but a few confrontations and responses, may ap pear at first glance as a sort of quibbling and hair-splitting dalliance. As a back ground, however, it is to be kept in mind that the psychotherapist is forced to regard everything, including the customary amenities between patient and physician which the patient says and does, as clinical material to be exam ined as objectively as the surgeon must examine whatever tissue is exposed to his scrutiny. This does not imply that everything which the patient says or does must be examined in this light; it means, rather, that it may be so regarded and found to have specific dynamic meaning of some importance to both patient and therapist, just as all tissue within the surgeon's view has a specific dynamic function.
The interview consisted of a begin ning, middle portion, and an ending. The beginning contained my introduc tion of myself (an amenity) and, after stating a fact (that I knew the referring doctor), there followed an observation about her appearance, which would be rude if made in a social setting. She denied that her appearance was in dicative of her state of mind, by say ing, "That's not what I am saying . . ." This very remark, however, was some indication that at some level she regard ed herself as saying something by her behaviour. (It now occurs to me, as I write, as though she were playing a charade.) At the time this realization was subliminal and evidenced by a sense of excitement coincident with making con tact with her. She was surely saying that she had something to communicate. After she went on to ask, ". . . Did you say you knew the doctor who sent me?" I was indeed hard at work so that I might hold up my part of the intercourse between us. Here began a strong sense of conscious awareness of some empathy with the patient's ego. The middle por tion of the interview consisted of what for our purposes may be regarded as three units of therapeutic work which are much alike. The first of these may be used as illustrative of all three. All three consist of 1) a statement of fact "I know the doctor who sent you here." 2) the patient's question "Did you say you knew the doctor who sent me here?"; 3) a confrontation "Apparently you see me as someone who doesn't pay attention to you, doesn't think you can remember, and you think that I feel sorry for you."; and 4) the patient's reaction to the confrontation in which my statement is repeated showing that she had heard it and remembered it. This sequence of theme is repeated twice more (the questions about the availabil ity of therapy time and how to take advantage of it if she wished). The fact that the patient responded in essentially the same manner to each of these state ments of fact has an importance of its own, but it is a matter into which I will not go here except to say that obviously the patient was testing my consistency and that the line of communication was rewarding to both of us and we both knew it. At the time it seemed that empathic understanding of the plight of the patient's ego and of what the inarti culate ego was saying was concentrated in these questions, which she put to me in these three units of interchange. For this reason an examination of one of these is in order. After letting me know that what she was doing and saying had meaning by her comment, "That's not what I'm saying . . .", her question, "Did you say you knew the doctor who sent me?" had to be a question which had communicative significance and I wish to dwell upon this in detail.
As noted above, it was at this point that an awareness of some empathy with the patient's ego began. The author felt provoked, stimulated and challenged by the enigmatic nature of her behaviour, her statement and question. At the risk Vol. 12, No. 3 of being misunderstood, my surprise was to some degree as though an inani mate object had suddenly spoken al though she certainly was veiy much alive. At the end of perhaps half a minute's silence, I felt on the track to a reasonable degree. My understanding of her question, "Did you say you knew the doctor who sent me here?" was that her inarticulate ego was testing through behaviour as though she were saying, "I'm going to ask you if you said you knew the doctor who sent me here be cause, if you answer "Yes", that will mean that you don't give me credit for having heard you in the first place even though my question proves that I heard you and that, in addition, you also regard me as unable to learn, remember and to recall what I am told, and therefore in need of having things repeated to me." It seemed as though she was also saying, "If you do not answer me and turn the question back for me to answer, you'll be saying that you see that I have a memory, can recall, and also that I can endure the seeming rejection from not having the question repeated." This was not completely thought through at the time, but there was a strong intuitive awareness at work. The following some what detailed examination of this ques tion and my reply is applicable to the patient's second and third questions and the manner in which they were treated, bearing in mind the additional meanings which their repetitive nature carries.
The patient's first question may be studied for latent significance in two ways: first, how was her question an indication of how she thought that I had attributed certain qualities to her? Second, how was her question an indi cation that she had attributed certain qualities to me? As noted earlier, there was a measure of conscious insight into this second mechanism which came after the interview and of which I was only subliminally aware then. At the time of the interview I was most aware of the first set of possibilities, that she obviously saw me as attributing certain qualities (or their absence) to her. These first possibilities presenting themselves first as they did will be considered first.* In order to ask a question which is answerable by "yes" or "no" the ques tioner must be able to perceive the other person as capable of answering "yes" as well as "no." This appears elementary but it means, that in this instance, the patient saw me as someone who might say, "Yes, I said I knew the doctor who sent you here." Furthermore, the con tent of her question revealed that she had heard my statement and had remem bered it accurately. It is not as though she had asked, "What did you say?" To continue, if I appeared as someone cap able of answering her question in the affirmative, at least two possibilities presented themselves. First, either I was someone who, even though she present ed me with proof that she had under stood and remembered my statement, failed to see that she had done so or, second, I was someone who, although I recognized that she had heard me cor rectly, attributed no importance to this observation. A failure to attribute pro per importance to such an observation could be due to many factors into all of which I will not go here because they are not relevant to our theme. We see, however, that I was perceived as some one who either would not or could not perceive her as possessing attention, retention, and recall abilities in regard to my statement, all of which are im portant ego functions. There was one additional possibility. If I was someone who saw that she had heard me clearly, had remembered, and had recalled cor rectly, and I still answered, "yes" and repeated my statement, then I might have been perceived by her as someone who believed that she could not bear the frustration of being challenged and re fused a repetition of my statement. In ^Because of the necessary use of countertransference phenomena, the subjective nature of the following ac count cannot be avoided if one is to try to convey insight into the processes of developing empathy in this type of setting. other words, I would have felt sorry for her. Here I would have been someone unwilling or unable to perceive her ego as capable of reality testing and adapta tion in the use of frustration tolerance (1) . To summarize briefly, by her simple question she had let me know that she perceived me as someone who was cap able of being blind to the fact that she possessed the following ego functions: attention, retention, and recall, and final ly, reality testing in the development of frustration tolerance.
It is at this point that the therapist must pause once he has done the work I have described. It now becomes his task to think through certain implications of this material. These thought processes evolve and hopefully become progres sively more available to consciousness and ultimately semi-automatic. In a clin ical encounter such as this, the therapist must first ask himself the obvious ques tion, did he indeed see the patient as she apparently thought he did To take the last point as illustration, did he in deed see the patient, deluded, hallucina ting, and dilapidated as she appeared, as being incapable of standing the frustra tion of being refused an answer to her question, an answer which to many would appear to have been a gesture of courtesy? This type of self-examination, at first laborious, is required work of every therapist and is nuclear to the success of the therapist of the schizo phrenic as well as of the neurotic. With my patient I was able to decide that her evident perceptions of me were incor rect. In other words, I knew that I could perceive her as capable of attention, retention, and recall and finally of this amount of frustration tolerance. Only after I had completed this introspective work was I able to proceed as I did.
Let us now turn from the actual work in the interview and the immediate clin ical picture before us to some other psychodynamic considerations. If I did not have the propensity to view 'her as she thought I did, who did see her in this way? There is only one possibility; she perceived herself as having these shortcomings and quite naturally she had projected this perceptual character istic on to me and had behaved accord ingly. Based on experience and the presenting material, it was quite natural to suspect that the failures and inade quacies of perception which she had attributed to me belonged to introjects probably derived from the interactions between herself and her parents in the developmental years. These suspicions were amply confirmed when, months later, in an interview with the patient's father, he showed himself (and her mother, too) as someone who felt that as a parent he would have to do all kinds of things for his daughter even though she had made no request. He 'knew' she could not find work, much less hold a job if she found one. He had, therefore, while passing through town, and with out the patient's or my knowledge, made arrangements with a friend to go through the motions of hiring her with the secret understanding that she would not be required to face the demands made upon others doing the same work and that she certainly would not be dis charged as long as she was able to put in an appearance. This transpired at a time when the patient was actively look ing for work. His inability to perceive his daughter as capable of tolerating some of the simplest frustrations de manded by reality, was impressive.
We have thus far examined the man ner in which the patient, as revealed by her questions, had projected upon me certain of her characteristics. As seen in the transference, these characteristics were that I, until it was proven other wise, perceived her as unable to pay attention, to remember, to recall, and to tolerate certain frustrations. We have seen how the existence of this projection was revealed by the nature of her ques tions. We then have looked at the nature and purpose of the therapist's necessary self-examination which then led to the series of confrontations begin ning with, "You see me as someone who doesn't pay attention to you, doesn't think you can remember, and you think that I feel sorry for you." Without going into details, my confrontation revealed to her that she had misperceived me, that I saw her as possessing these facul ties (which she indeed did) and her response, "Yes, you said that you knew the doctor who sent me here" was evi dence that empathic contact had been achieved with her ego in this instance.
The schizophrenic struggles with the overpowering burden of the pathologic introjects by behaving as if he were the introject itself or by projection of them upon others. We have examined the elements of the latter, the projective process. Where was the evidence of the former? This equally important me chanism was one of which I was only subliminally aware at the time of the interview. How did the patient behave as though she were the introject? In addition to seeing me as being unable to perceive that she was capable of certain ego functions, she also was unable to perceive that I was capable of these same functions; for example, she related to me as though I were unable to remem ber, retain, or recall. The evidence for this lies in the fact that, when she asked, "Did you say that you knew the doctor who sent me here?" she must have per ceived me as someone who may have forgotten whether I had said it or not. My subliminal awareness at the time was in the form of an impulse (but, of course, not acted upon) to say, "Do you think I'm stupid, that I can't remember what I just finished saying?" The evidence that she perceived me as unable to tolerate frustration realistically lay in the fact that she obviously saw me as some one who might answer her question by saying, "Yes, I said I knew, etc." In other words she saw me as someone who probably could not tolerate the frustra tions familiar to all psychotherapists and who therefore would have a need to answer her question politely and turn the interview into a social chat. The psychotherapist must be able to allow his patient to express all kinds of wishes toward him without his satisfying these wishes; she saw me as probably lacking this ability when she asked her question to which she obviously expected an answer. Without going into the intri cacies of the countertransference prob lem, one frustration which the therapist must be able to tolerate is that which obtains when the therapeutic situation demands behaviour of him which, were it in a social setting, would be regarded as rudeness.
To turn again to the concept of the inarticulate ego and what it was saying in this encounter, it may be stated as follows: "In addition to behaving toward you as though you were my parents, I will turn about and behave toward you as they have behaved toward me. By the first mechanism I will discover whether or not you are like them and, by the second mechanism, I will discover whether or not you can tolerate the frustration to which I was exposed as their child. If you are different and healthier than they, I can become like you and be helped in that way. If you can tolerate, without being hurt, the parts of me that are like them, I can become like you and become able to tolerate the sick parts of myself." As noted above the schizophrenic acts out the introject or projects it on to others. Actually, there is evidence in this inter view that both mechanisms were opera ting simultaneously. In the interview the mechanism most clearly seen, and there fore dealt with, was the projection in the psychotic transference. I surmised that this was first and most clearly seen for several reasons, among which is that, historically, analysts have dealt with pro jective mechanisms and the associated treatment techniques in the transference for longer than they have dealt with the behaviour of their patients and the tech niques of character analysis such as con-frontation and limit-setting. This is not the place to go into the reasons which may underlie these choices. That the recognition of the introject-like behav iour and its successful handling is essen tial to successful therapy of these pa tients seems beyond question. It may well be that the traditionally oriented therapist who is chiefly passive and re ceptive and who avoids uses of the counteitransference in confrontations and in limit-setting, fails to obtain per manent improvement with the schizo phrenic because the introject-like be haviour is not seen, passed by, and therefore neglected. This mechanism is best seen in sessions where the therapist sees his comments completely disregard ed as though unheard and is then forced to give up or to vigorously and repeat edly demand that the patient give him proper attention. In such instances the therapist has the opportunity to see him self engulfed or brushed aside before his very eyes and is forced literally to fight for his professional identity (2). The clinical encounter presented here, how ever, contained no such therapeutic interchange because the projective phen omenon was clearly seen. Because it was seen clearly, it was naturally dealt with first. But it is important to note that the introject-like behaviour was also present, and if it had been seen clearly, could have been utilized and dealt with, I am sure, with beneficial results. It is quite possible that even though I had been consciously aware of this mechanism also being present, considering the total situation (first contact, etc.), I would have chosen to deal only with the pro jective phenomenon in order to make some contact through that avenue, bear ing in mind the need to stop the inter view short of the patient's fatigue. This, of course, in no sense implies that this report is a study of bow to proceed in initial interviews, our chief goal being an exposition of the manner in which this regressed psychotic patient uncons ciously tested and demanded that her interviewer submit himself to self-exam ination in his attempts to make contact.
The termination of the interview still remains to be examined. Why was it ended when it was? What was the mean ing of the patient's "Thank you for seeing me?" Why my emotional reac tion?
At the time, the interview was termin ated because it seemed to be the natural time to do so. Later, it seemed that it was so timed because the purpose of the meeting had been accomplished. The purpose had been to see if contact could be established with this patient and to discover for myself if I was willing to undertake therapy. Hindsight shows that at that time (1958) I was somewhat more interested in how quickly meaningful contact could be effected than would be the case today. It is an understate ment to say that the period of time re quired for such contacts varies consider ably depending on a multitude of factors which will not be discussed here. An additional factor in the timing of the termination was that I felt inwardly excited and wanted to write down the interview -word for word -and then study it. It follows that if it were con tinued, there would be more, perhaps too much, to remember exactly. Such empathic insights readily slip from consciousness. I also believe that the ef fort of maintaining empathic contact had fatigued me somewhat and that I was afraid I might spoil things if the interview went on. The patient showed no disposition to continue but turned immediately with her warm leave-taking.
With the passage of time and with the experience of thousands of hours with other similar patients, insight into the factors at work in this encounter deep ens. For instance, my readiness to end the interview when it was ended was coupled with perhaps a 'need' to make effective contact at that time and, once it was effected, to record it. This is un doubtedly related to an intuitive recog nition that the patient was to some degree behaving as though she were the pathologic introject and had placed me in the position of her ego -a position in which I found myself 'needing' to establish contact with her -hence my straining every fibre and my pleasure at success.
The meaning of the patient's "Thank you for seeing me" requires some scru tiny. As noted earlier, her manner was one of natural and mature warmth, the sincerity of which was beyond question as compared to the distant hallucinatory preoccupation and the expressions of disgust and the appearance of personal dilapidation. At the time her phrase "seeing me" meant to me that I had been fortunate enough to correctly see or perceive her ego's plight through the dross of the external appearance. This 'seeing' phenomenon may take other forms. For instance, another paranoid schizophrenic, after two years of inten sive treatment, following a psychotic decompensation, spent hours obsessing irrelevantly with delusion packed ramblings about what to do concerning the schooling and treatment of her youngest son. I remained silent, but one day at the mid-point of an hour, I heard her say, "I've decided to deal with it from day to day the best I can until I know what to do." The obsessing resumed and continued through the remainder of the hour as though it were all from the same cloth. As the hour was nearly over, I told her what I had heard her say earlier. She promptly turned and said, "Thank God you can see me, no one else can." The two illustrations are, of course, not identical but have in common the need for the ego's role to be perceived by the therapist. Without going into the many ways which the schizophrenic patient has of indicating that the thera pist's perceptions are 'on the mark,' res ponses which confirm correct confron tations and interpretations are, in my experience, immediate and unquestioned.
My emotional response was no differ ent in kind or degree than that exper ienced when crucial interpretations in the analysis of neurotic illness are effec tive and hit home.
Summary
A brief initial interview with a re gressed paranoid schizophrenic woman has been reported. Its contents have been examined with emphasis upon some of the ways in which the patient communi cated. Attention has been directed to the demands made upon the therapist-inter viewer by the patient's total behaviour. These in the main have been demands for a rigid objectivity and the making of necessary and continuing self-examina tions by the interviewer. The self-examinations led to successful empathic con tact which has been detailed and ex plained, as has some of the psycho pathology uncovered in the interchanges. Resume L'auteur fait un compte rendu des details d'une breve entrevue initiale avec une schizophrene paranoid. L'intention principale de Particle est de montrer comment la schizophrene communique avec le therapeute, et comment celui-ci se met en rapport avec elle. A cause des particularites de comportement de la malade, il se trouve indispensable de s'examiner attentivement lui-meme, d'examiner surtout ses perceptions des capacites du Moi de la malade. Cet examen est necessaire pour constater le vrai etat du Moi muet de la malade.
La schizophrene dans un etat de re gression, de deception et d'ballucination, repond a une ou deux assertions et con-frontations, et passe de niveau de regres sion prononcee a celui de la maturite dans l'espace de quelques minutes.
Cette vignette de clinique, utilisee comme exemple destruction, illustre le fait que le therapeute ne peut pas se pas ser de l'objectivite et nous laisse voir une partie du role des introjections pathologiques du schizophrene. Banals que soient les echanges entre le malade et le therapeute, ils montrent comment le Moi desorganise de la malade execute deux de ses manoeuvres defensives. Le Moi, en projetant les caracteristiques de l'introjet sur l'image du therapeute essaye de se deharrasser de ses elements nocifs et, en meme temps, met a l'essai le therapeute en quete des caracteristi ques saines. Dans l'autre manoeuvre le Moi, au moyen d'une identification mas sive et hostile a l'introjet, a fait agir la malade comme si elle etait l'introjet luimeme et, de cette facon, a essaye le pouvoir du therapeute de tolerer les elements nocifs et de survivre leur attaque.
Le terme 'inarticulate ego' est utilise afin que l'auteur puisse exprimer la con ception que le Moi desorganise et fondu de la schizophrene ne peut pas exprimer ses besoins verbalement, et par conse quent, pour atteindre a une comprehen sion de son etat, il faut utiliser des reac tions contre-transferentielles et des examens de soi de la part du therapeute.
Man must build his culture about the complete hitman personality . . . whatever nourishes the personality, humanizes it, refines it, deepens it, intensifies its apti tude and broadens its field of action is good; whatever limits it or thwarts it, whatever sends it back into tribal patterns and limits its capacity for human co operation and communion must be counted as bad.
Lewis Mumford

